The present case seeks to increase awareness of this entity and possible methods of prevention amongst present day obstetricians.
INTRODUCTION
Vesicouterine fistula (VUF) is rare and accounts for 1-4% of all genitourinary fistulas. 1 Majority [80-90%] are caused during caesarean sections. Rising trend of lower section caesarean sections (LSCS) have led to an increased reporting of this complication. Intra-operative diagnosis and appropriate repair of bladder injury during a caesarean section can reduce the likelihood of encountering this iatrogenic complication and its medicolegal repercussions. An iatrogenic genitourinary fistula is an abnormal communication between the bladder or ureter and the uterus/cervix/ vagina, resulting from a surgical procedure. According to RCOG, the incidence of bladder injuries in caesarean sections is 1 in 1000. Factors involved in the development of VUF secondary to LSCS include inadequate downward mobilization of the bladder, sutures inadvertently placed through the bladder wall, bladder devascularisation during dissection and infection secondary to catheterisation, or haematoma formation. It may have varied clinical picture with early or late presentation. complaints of abdominal distension and watery discharge PV. Her background obstetric history signified emergency repeat LSCS done in a district hospital 7 days prior. General examination findings showed that she was febrile, with stable vitals, slight abdominal distension with watery discharge through cervix seen on speculum examination. She had an indwelling catheter in place, with no hematuria and good urine output.
Figure 1: USG showing Foley's bulb inside uterine cavity.
All required investigations were carried out considering a multidisciplinary management approach. Transabdominal sonography showed the Foley's bulb inside the uterine cavity ( Figure 1 ). Contrast enhanced computerized tomography (CECT) abdomen confirmed the findings and showed contrast inside the uterine cavity ( Figure 2 ). Cystoscopy showed a 2 cm size fistulous opening in the supra-trigonal region. A diagnosis of vesicouterine fistula was confirmed. Exploratory laparatomy was performed in concurrence with urologists. Intra-operative findings confirmed communication between the supratrigonal region of bladder and the uterine incision ( Figure 3 ). Layered closure of bladder and uterus with omental interposition was done. Continuous bladder drainage was continued for 10 days. Postoperative cystogram showed no urinary leak. Patient was discharged from hospital on 14th postoperative day.
Figure 3: Intra-operative findings: communication between supratrigonal region of bladder and uterine incision.

DISCUSSION
Following unrecognised bladder injury, patients can present in the postoperative period with hematuria, ileus, urinary ascites, abdominal distension, peritonitis, sepsis and VUF. In post-caesarean patients having VUF, if the fistula lies superior to the level of the isthmus, 2 symptomatology consists mainly of menouria or amenorrhoea, without urinary leakage, as menstrual blood passes into the bladder and intrauterine pressure never rises above isthmic sphincter pressure. This has been termed as Youssef's syndrome. If fistula lies below isthmus, patients present with urinary incontinence when the bladder pressure rises and normal menstruation ensues in such cases. 3 Prevention of bladder injury during caesarean section requires good surgical techniques like tissue respect, hemostasis, correct closure, use of barrier agents to reduce adhesion formation and bladder drainage with indwelling catheter prior to surgery. At present not much evidence is there to suggest whether the type of uterine incision, uterus exteriorization or foregoing bladder flap creation can prevent bladder injury. 4 More research is required in this aspect.
A thorough clinical examination and appropriate diagnostic aids help identify this iatrogenic complication. Pelvic ultrasonography, sonohysterosalpingography, colour Doppler, retrograde cystourethrography and IV pyelography are important diagnostic modalities that help diagnose this condition. Treatment of vesico-uterine fistula is most often surgical with a transabdominal approach being the method of choice if it is a large fistula, connects high enough on the posterior wall of the urinary bladder or involves the ureters. Omental flap interposition assists in its successful repair. 5 Post-repair, bladder integrity needs to be tested with 200 ml of saline coloured with methylene blue or indigo-carmine. Postoperatively the urinary catheter should be left in place for upto 3 weeks. The follow-up of patients with adequately repaired vesico-uterine fistulas following caesarean sections is of vital importance during subsequent pregnancies. 6 
